Myocarditis is a disease whose diagnosis is based on the detection of inflammation. It is usually made by the finding of myocardium damage markers (usually troponin and CPK). Inflammation can also be detected in image tests. However, the low sensitivity and specificity of echocardiogram (which can be performed as a routine) make it less useful. We present a case in which the diagnosis was made by image (Cardiac Magnetic Resonance) which helped to clarify the evolution and the prognosis. The aim of this case is to show the importance of image technics in the diagnosis of myocarditis, while biomarkers alone can underestimate the inflammation and therefore the risk.
Background
Myopericarditis is an inflammatory disease that affects both pericardium and myocardium. Diagnosis of pericarditis is based on clinical (pleuropericardial chest pain, pericardial friction) electrocardiographic (ST changes, PR) and even echocardiographic (pericardial effusion) criteria, though this last one is not always performed (at least not in a first not complicated clinical presentation) and ECG also has the aim of discard other chest pains causes (mainly ischemia) [1] . However, though infrequent but clearly worsens the prognosis, the addition of the diagnosis of myocarditis is made by analytical criteria, finding myocardium damage markers elevation (usually troponin and CPK). In fact, this is myocardium damage and its relation to the appearance of arrhythmias and ventricular dysfunction what makes compulsory the hospitalization, monitorization and intense treatment of the inflammation until the normalization of the process. Therefore, myopericarditis includes both diagnosis and in general is not a comparable process with the evolution of a myocarditis where the myocardium is the mainly affected, but rather an extension of the inflammation from the pericardium to the adjacent myocardium, and has a clearly better clinical evolution.
Case Report
We present the case of a 32-year-old woman, who begins with suggestive pericarditis symptoms, normal ECG and negative myocardium damage markers, even normal C-reactive protein, but as the symptoms were clear, we started antiinflammatory treatment (NSAID) with slow but favorable evolution. The echocardiogram (Figure 1 ) performed showed moderate pericardial effusion though quite located mainly inferior to Right Ventricle and Right atrium, especially at the atrioventricular groove. Despite complete conventional treatment, even after adding colchicine, the symptoms persisted. A Cardiac Magnetic Resonance (Figure 2 ) was performed showing clear acute inflammatory signs at myocardium at the same level as the pericardial effusion (interstitial edema), so the diagnosis was changed to myopericarditis.
Next 6 months included periods when we could diminish the amount of NSAID without reaching complete suspension with other periods of prolonged hospitalization even assaying high dose corticoids to allow discharge. Now the patient is under treatment with dexketoprofen and colchicine with acceptable symptomatic control. Echocardiograms where performed frequently with wide or narrow effusion according to the symptoms, and always in the same place. CMR was performed 3 months after the first one, without any relevant change in the inflammatory signs. 
Discussion
In our case report, the myopericarditis diagnosis was made by image, not by analytical findings, and the poor clinical response was accompanied by the absence of evolution in the inflammatory signs in the CMR. It does not seem feasible (neither economically sustainable) to perform a CMR in patients with pericarditis to discard the presence of myocarditis, although it is possible that it has a prognosis value in those with a torpid evolution as our case.
The presence of interstitial edema and the maintenance of inflammation for prolonged periods have been related to development of constriction and ventricular arrhythmias [2] [3] so detection of this signs could have a prognostic impact, reason why we recommend to perform a CMR in these patients.
Other similar cases are described in the literature, and even the surgery (pericardiectomy) is performed in selected cases due to its evolution [4] . Fortunately, such a symptomatic clinical presentation is infrequent, what makes difficult to perform larger studies to prove the utility of wider use of CMR [5] [6] .
